The Editor, As per practice guidelines of the American Society of Anesthesiologists (ASA), chest X-rays are recommended in patients with a history of smoking, recent respiratory tract infection, chronic obstructive pulmonary disease, and heart disease.
[1] Health and Care Excellence guidelines also recommend that chest X-ray should not be done routinely in elective cases. [2] A 41-year-old female, ASA physical status I was scheduled for surgery of fibroadenoma left breast. As a part of routine preoperative evaluation protocol, a chest X-ray was done which showed a large opacity obscuring the right hilum, suggestive of mediastinal widening with normal lung fields [ Figure 1 ]. There were no symptoms suggestive of compression. The patient was referred back to surgeons for further evaluation. Computerized tomography (CT) chest reported a 5 cm × 3.5 cm mass with smooth lobular margins in anterior mediastinum closely abutting the ascending thoracic aorta, superior vena cava, and right atrium. CT-guided fine-needle aspiration cytology showed lymphoid cells admixed with occasional cluster of epithelial cells, suggestive of thymoma. A surgical plan of operating simultaneously for both thymoma and fibroadenoma breast was made. The patient underwent video-assisted thoracoscopic surgical removal of thymoma using one lung ventilation (35 Fr left-sided double-lumen tube), followed by excision of fibroadenoma. As per Masaoka staging system, the tumor was Grade I with good prognosis.
[3] The patient was extubated and postoperative course was uneventful.
Routine preoperative screening of chest X-ray is not indicated according to international guidelines. [1, 2] Exposure to radiation, economic cost, and low incidence of clinically significant Is Routine Preoperative Chest X-ray: An Underutilized Tool in Asymptomatic Patients!
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findings leading to change in anesthetic management are the reasons cited for this.
[2] In India, due to high prevalence of tuberculosis, chest X-ray is generally done by surgeons and anesthesiologists as part of preoperative screening. In the present case, chest X-ray revealed an incidental finding of a large thymoma which was totally asymptomatic. Almost 30%-50% of all patients with thymoma are asymptomatic and the mass is an incidental finding on chest X-ray or CT.
[4] If undetected, the tumor may increase in size and cause pressure symptoms such as superior vena cava syndrome, dysphagia, cough, chest pain, and myasthenia gravis. Once detected, thymomas must be removed surgically.
[5] Hence, incidental finding was a blessing in disguise for this middle-aged woman as the tumor was still in stage 1 with good prognosis. Therefore, it is suggested that a preoperative chest X-ray examination is a useful tool during preoperative evaluation, and the international guidelines should have a relook in the light of this finding, rather than be stringently enforced.
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There has been a constant emphasis on minimizing the duration of postoperative ventilation facilitating an early discharge from the Intensive Care Unit in the cardiac surgical arena. Although much more challenging compared to the adult counterpart, the present-day pediatric cardiac surgical practice is witnessing a gradual transition from early extubation to on-table extubation.
Bidirectional cavopulmonary anastomosis (BDCPA) or the Glenn shunt was introduced by Azzolina et al. and is a commonly performed palliative procedure contemplated in complex cyanotic congenital heart disease of varying etiology.
[1] BDCPA is characterized by an anastomosis between the superior vena cava (SVC) and the right pulmonary artery, thereby augmenting the pulmonary blood flow (PBF) without increasing the ventricular volume overload. The ongoing technical advancements and improved surgical expertise have resulted in a substantial number of BDCPA being performed on an off-pump basis.
BDCPA presents a peculiar postoperative physiology wherein the PBF is passively supplied by the upper body systemic venous return without complete dependence on a subpulmonary ventricle. Postoperatively, SVC pressure needs to be maintained at higher than normal values (15-20 mmHg) so as to overcome the downstream pulmonary vascular resistance (PVR) in order to maintain a nonpulsatile PBF. However, inadvertently, high SVC pressures (>20 mmHg) following the BDCPA can also lead to opening up of small veno-venous collateral connections contributing to significant arterial desaturation.
[2] The appropriate preoperative selection of patients with low PVR as BDCPA candidates minimizes the risk of complications resulting from the elevation in the SVC pressure.
The underlying physiological premise proposes a postoperative ventilatory strategy which prevents persistently high SVC pressures, maintaining an adequate
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PBF at the same time. A negative intrathoracic pressure associated with a spontaneously breathing patient is associated with an increased PBF in a BDCPA circulation, in addition to avoiding the detrimental effects of a positive end-expiratory pressure and high airway pressures on PVR.
[3] Therefore, patients with BDCPA are expected to benefit from return to spontaneous ventilation as early as their clinical state allows.
A meticulous anesthetic plan of management can expedite the postoperative recovery of the cohort of these patients thereby facilitating an on-table extubation. In addition to the physiological advantages of augmenting PBF, an on-table extubation strategy can result in reduction in the duration of the ICU and hospital stay and an early initiation of feeding. There are various factors involved in rendering an on-table extubation feasible in this subset of patients. The avoidance of hemodynamic and inflammatory consequences of cardiopulmonary bypass (CPB) by contemplating an off-pump procedure constitutes a major factor. However, the duration of intraoperative clamping of SVC should be minimized so as to reduce the risk of cerebral and airway edema. Interestingly, the anatomical presence of a left SVC favors uninterrupted cerebral venous drainage in spite of contralateral (right) SVC being clamped. A unique aspect of the BDCPA physiology is that a moderate degree of postoperative hypercapnia improves the PBF due to the cerebral vasodilation in spite of the vasoconstricting effects on the pulmonary circulation.
[4] Considering all these factors together, a plan of an on-table extubation in these patients who are all trained against hypoxia stands a strong clinical ground.
On the other side of the coin, longer duration of SVC clamp times in certain cases increases the risk of cerebral as well as airway edema, precluding fast tracking of anesthesia. The need for atrial septectomy in addition to BDCPA
